





period of hospitalization; (4) short period of dis- 
ability; (5) early return to work. 


My personal experience with this operation over 
a period of years has been very satisfactory. My 
results have been good. Over enthusiastic propo- 
nents of this method perhaps have left in the public 
mind the idea that it is a minor operation and that 
the results are always good. Accepting this teach- 
ing, many patients expect almost a miracle from the 
operation. ‘This has led to many disappointments. 
Fortunately, however, in most instances the results 
are entirely satisfactory both to the patient and to 
the surgeon, provided a surgeon skilled in this type 
of surgery does the operation. 

The choice of an anesthetic for this operation has 
been a subject which has been given much study. 
In the clinic here we are using a very low spinal 
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Fig. 7. 


Internal view of internal u.ethral opening after trans- 
urethral resection of the prostate gland. Note that portion 
of the trigone has been removed. General appearance as 
seen through retrograde vision telescope. 


anesthesia which is very satisfactory. A very low 
lumbosacral injection of a small amount of anes- 
thetic is quite satisfactory in the average case. 


An additional help in some instances has been 
the injection of an anesthetic solution into the pros- 
tate itself by means of the Frischer infiltrating nee- 
dle. This little needle is a wonderful help in those 
cases where this procedure is advisable. 


The pre-operative treatment varies according to 
the case. In some cases no urethral drainage is 
necessary. Where it is necessary to drain the blad- 
der, a simple urethral catheter drain is usually sufh- 
cient. In some cases a suprapubic drain may be 
necessary. Where there is no marked infection of 
the bladder and the residual urine is not great, no 


prelimmary drainage may be required. Fortunately, 
the majority of patients come under this classifica- 
tion. Beets ah 

The resection of the prostate gland by the trans- 
urethral method does not of course remove all the 
prostate but is a conical ‘‘reaming-out”’ of the inter- 
nal urmary outlet. During the operation the in- 
ternal sphincter muscle is destroyed. It is necessary 
also to remove a part of the trigone in this pro- 
cedure. Usually the operation can be completed in 
one stage, but occasionally in very large prostates 
it is better to finish the Yesection a day or two later 
rather than try to subject the patient to an operation 
which may last too long for the patient’s strength, 
possibly causing shock if continued after the anes- 
thesia has worn off. 


The aftertreatment is very important. A reten- 
tion catheter is necessary and the bladder should 


be irrigated twice daily or oftener if necessary, 


especially during the first twenty-four hours. ‘The 
catheter is usually removed about the fourth day, 
after which the patient should be able to void 
freely. 


In the vast majority of transurethral prostatic 
resections the prognosis is good, both as to recovery 
and end-results. 


For four to six weeks after returning home, 
patients usually have shreds in the urine and there 
is sometimes secondary hemorrhage. The patient 
must be acquainted with the fact that. there will 
be shreds in the urine for several weeks, and that 
there may be a urethral discharge for two or three 
weeks after returning home. 


‘Horseback riding or other strenuous exercises 
may bring on hemorrhage. The treatment for hem- 
orrhage is to keep the patient quiet in bed for a day 
or two and administer ergot, 30 drops every two 
or three hours, until the bleeding stops. Passage 
of a catheter and irrigation of the bladder with 
warm boric acid solution may be helpful. The 
passage of a catheter itself may aid in stopping the 
bleeding. Where the bleeding is severe and clots 
form in the bladder and there is difficulty in. urima- 
tion, the patient should return immediately to the 
hospital and have a cystoscopic examination made, 
clots in the bladder removed and the bleeding points 
touched with the coagulating current. Fortunately, 
this is rarely necessary. | 

Transurethral prostatic resection has made it pos- 
sible to give relief to many patients who could not 
stand an open operation. To others it has made 
possible a short period of hospitalization, relief from 
symptoms and an early return to work. These are 
important factors which have made this operation 
desirable in the majority of cases. Most urologists 
believe that transurethral resection is among the 
ereatest of the advances that have been made in 
surgery in the past decade. 


A. R. FLEMING PRINTING CQ., ST. LOUIS, M@. 
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Just as the uterus is the source of much distress 


-to women, so is its analogue in the male, the pros- 


tate gland, the cause of much trouble to man. And 
more trouble is due to the disorders of the prostate 
than is ordinarily believed. Usually the common 
conditions of the prostate for which patients seek 
relief are: 

|. Hypertrophy 
2. Bar formation 

3. Carcinoma 


4. Abscess. 


Despite the usually accepted belief, pathology of 
the prostate is not necessarily confined to advanced 
ages but may be found in very early age. While 
hypertrophy is more frequently encountered in the 
later decades of life, acute infection and abscess 
formation are usually met with in early adulthood. 

Randall found in 1,215 autopsies, representing 
all ages, 312 instances of gross pathological changes 
in the prostate gland, an incidence of approximately 
25 per cent. Aind this percentage does not include 
such lesions as acute and chronic prostatitis, tuber- 
culosis or malignant growths. And curiously enough, 
the history of these cases in many instances did not 
disclose any marked urinary symptoms. In some 
cases the ureters and renal pelves were moderately 
dilated with evidence of pressure atrophy of the 
renal parenchyma secondary to the prostatic obstruc- 
tion. This naturally caused a lowering of the 
patient's resistance to infection. Also other general 
changes, such as myocarditis from retained toxic 
products of metabolism which would have been elim- 
inated by a normally functioning kidney, were found 
in a considerable number of cases. 

Furthermore, in these patients were found various 
other conditions such as trabeculation of the bladder 
wall, diverticula, and occasionally greatly dilated 
ureters, the latter even falling into the category of 
megaloureter. Probably all of these anatomic 
changes were of obstructive origin, 

It is becoming more and more widely held that 
as a cause of ill health in men past middle age, 
the prostate gland plays a role of high importance. 
In view of this fact it is the better part of wisdom 
to make the most exact examination of such cases 
toward determining if obstruction exists, even though 
the urmary symptoms apparently are unimportant. 
As in practically all other surgical conditions, an 
early and accurate diagnosis is essential to proper 
treatment and the reduction of both the morbidity 
and mortality from prostatic disorders. 

It may not be amiss to speak of the anatomy of 
the prostate gland. Johnson states: ““The true 
prostatic capsule is in reality not a capsule at all but 


ful. 





a muscular sheath prolonged from the bladder mus- 
culature decussating into the prostatic stroma an 
1s continuous with the internal and external sphincters 
of the bladder.’” According to Van Duzen- the 
prostate is really a differentiated part of the Bladder 
wall. 

An enlargement of the prostate gland is not an 
enlargement of the prostate gland generally but is 
usually a fibro-adenomatous growth which, as it 
enlarges, compresses the prostate gland between the 
growth and the capsule. In a prostatectomy, it 1s 
this growth which is removed and not the gland 
itself. In the benign encapsulated growth there is 
a line of cleavage which facilitates enucleation. This 
is in sharp contrast with the malignant cases in which 
the growth offers no line of cleavage. In this latter 
group enucleation is impossible in practically all 
instances, 

In benign hypertrophy, for many years the supra- 
pubic method of removal was in high favor. Then 
Young and others popularized the perineal opera- 
tion. Those who are familiar with and who have 
done both the suprapubic and perineal operations, 
properly prefer the latter in most cases. 

Despite the common belief, employment of trans- 
urethral methods of relief of prostatic obstruction 
is not new. Such methods have been attempted for 
many years. Many instruments have been‘ devised 
for the purpose. Conspicuous among them are 
Young's prostatic punch and various modifications, 
and related types of instruments developed by other 
men. These have aided greatly in solving the prob- 
lem of transurethral surgery. At the present time 
the Stern instrument with the McCarthy modifica- 
tion seems to be the most popular of those instru- 
ments employed in transurethral surgery. It is the 
one which we have used in doing resections: The 
cutting current 1s supplied by a spark-gap machine 
with a two-way foot-switch, permitting the use of 
either a cutting or coagulating current. To the men 
who have contributed to the development of this 
type of operation and the means that make it satis- 
factory and comparatively safe, the medical pro- 
fession and the public in general are deeply grate- 


Whenever a patient with symptoms referable to 
the prostate presents himself for medical care, the 
genito-urinary system naturally will be carefully 
investigated, but further than this an vestigation 
of the cardiorenal system will be rigidly prosecuted. 
In the determination of the prostatic disorder a 
rectal examination probably will be the first thing 
done but it should never be relied upon solely for 
a diagnosis. Only through a cystoscopic examina- 
tion is a detailed diagnosis made possible. For this 
purpose, forward, right angle and retrograde vision 
telescopes are used. Att the same sitting,. provided 
the patient’s condition permits, a urethroscopy should 
be conducted. Much helpful information may be 














Fig. I. Fig. 2. 


Fig. 1. Showing saggital section of enlarged prostate gland causing at first retention of urine (residual urine) and 
later complete obstruction. ; , 


Fig. 2. Internal (retrograde) view of hypertrophied prostate gland causing at first partial obstruction (residual 
urine) and later complete obstruction. Note ureteral openings and trigone in the foreground. 





SOLITARY SUBCERVICAL 
LOBE CAUSING OBSTRUCTION 


Figs :3.0)': | Fig. 4. 


Fig. 3. Showing internal appearance of enlarged solitary subcervical lobe hypertrophy producing obstruction. 


Fig. 4. Showing Stern-McCarthy resectoscope in position to begin the removal of the obstructing portion of the 
prostate gland. Dotted lines indicate the portion of the gland that would be removed by a “bite” of the cutting loop. 








gained by this last named procedure. Also, when 
indications point to the need therefor, ureteral cath- 
eterization and pyelography are in order. 

Together with obstructive disease of the prostate 
gland we may find other lesions of the genito-urinary 
system—of the kidneys, ureters, bladder and ure- 
thra, and also diseases of the circulatory system. 
Nervous and mental disturbances are frequently 
disclosed on exact examination and must not be 
ignored. The various functional tests should be 
made as a routine procedure and roentgenograms 
of the genito-urinary tract are invaluable. 


When all the findings are in hand, then the 


method of treatment may be chosen. ‘The trans- 


urethral method of relieving prostatic obstruction 





Fig. 5. 





tatectomy has aroused much discussion and occa- 
sioned many acrimonious debates. The statistics 
vary according to the viewpoint of the proponents 
of each type of operation. Some operators may 
estimate their mortality immediately after operation 
or while the patient is in the hospital and ignore the 
deaths that result soon after discharge. By some 
men deaths that occur several months or even weeks 


after operation are not included in the mortality 


statistics. 


In making a careful analysis of the end results 
of operation, there are found certain facts which 
stand out clearly. Thus: 


1. The skill and experience of the operator in 


Fig, 6. 


Fig. 5. Showing obstructing portion of the prostate gland removed. Note that none of the gland below. or anterior 
to the verumontanum has been removed. By keeping posterior to the verumontanum the external sphincter is not injured. 


Fig. 6. Transverse vertical view showing funnel-shaped resected portion of prostate. Note that resected area is 


above or posterior to the verumontanum. 


has appealed to the public, and in most instances 
this operation is insisted upon. ‘There are, however, 


certain types of prostates which should be treated 


otherwise. 

In about 90 per cent of patients the tranurethral 
method may be the method of choice. In ten per 
cent of the cases a prostatectomy or some other 
method of treatment may be carried out. For 
example, in carcinoma of the prostate gland with 
extensive involvement, sometimes a_ transurethral 
operation will give relief from the obstruction but in 
other cases suprapubic drainage may be necessary. 
When large prostatic calculi are present, a trans- 
urethral operation is not to be chosen. nt 

The question of comparative mortality percent- 
ages In suprapubic, perineal, and transurethral pros- 


whatever method used, are important factors in. 
determining the end results. 

2. In patients who are in good or reasonably 
good condition, a skillfully done prostatectomy, 
either by the suprapubic or perineal route, will 
usually give good results, and even in patients who. 
are not good risks prostatectomy may be advisable 
for the removal of greatly enlarged prostates or 
where there are undilatable urethra! strictures, par- 
ticularly if associated with contracture of the blad- 
der. 

Transurethral prostatic resection offers certain 
advantages which carry great weight with the pa- 
tient and have done much to make this method so 
popular with laymen. ‘These are: (1) Low mor- 
tality; (2) ‘“‘no cutting operation’; (3) short 
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period of hospitalization; (4) short period of dis- 
ability; (5) early return to work, 


My personal experience with this operation over 
a period of years has been very satisfactory. My 
results have been good. Over enthusiastic propo- 
nents of this method perhaps have left in the public 
mind the idea that it 1s a minor operation and that 
the results are always good. Accepting this teach- 
ing, many patients expect almost a miracle from the 
operation. ‘This has led to many disappointments. 
Fortunately, however, in most instances the results 
are entirely satisfactory both to the patient and to 
the surgeon, provided a surgeon skilled in this type 
of surgery does the operation. 

The choice of an anesthetic for this operation has 
been a subject which has been given much study. 
In the clinic here we are using a very low spinal 





Fig. 7. 


Internal view of internal u.ethral opening after trans- 
urethral resection of the prostate gland. Note that portion 
of the trigone has been removed. General appearance as 
seen through retrograde vision telescope. 


anesthesia which is very satisfactory. A very low 


lumbosacral injection of a small amount of anes- 
thetic is quite satisfactory in the average case. 


An additional help in some instances has been 
the injection of an anesthetic solution into the pros- 
tate itself by means of the Frischer infiltrating nee- 
dle. This little needle is a wonderful help in those 
cases where this procedure is advisable. 


The pre-operative treatment varies according to 
the case. In some cases no urethral drainage is 
necessary. Where it is necessary to drain the blad- 
der, a simple urethral catheter drain is usually suff- 
cient. In some cases a suprapubic drain may be 
necessary. WHiere there is no marked infection of 
the bladder and the residual urine is not great, no 


preliminary drainage may be required. Fortunately, 
the majority of patients come under this classifica- 
tion. | : 

The resection of the prostate gland by the trans- 
urethral method does not of course remove all the 
prostate but is a conical ‘‘reaming-out’’ of the inter- 
nal urinary outlet. During the operation the in- 
ternal sphincter muscle is destroyed. It is necessary 
also to remove a part of the trigone in this pro- 
cedure. Usually the operation can be completed in 
one stage, but occasionally in very large prostates 
it is better to finish the Yesection a day or two later 
rather than try to subject the patient to an operation 
which may last too long for the patient’s strength, 
possibly causing shock if continued after the anes- 
thesia has worn off. 

The aftertreatment is very important. A  reten- 
tion catheter is necessary and the bladder should 


be irrigated twice daily or oftener if necessary, 


especially during the first twenty-four hours. The 
catheter is usually removed about the fourth day, 
after which the patient should be able to void 
freely. 

In the vast majority of transurethral prostatic 
resections the prognosis is good, both as to recovery 
and end-results. | 

For four to six weeks after returning home, 
patients usually have shreds in the urine and there 
is sometimes secondary hemorrhage. The patient 
must be acquainted with the fact that there will 
be shreds in the urine for several weeks, and that 
there may be a urethral discharge for two or three 
weeks after returning home. 


Horseback riding or other strenuous exercises 
may bring on hemorrhage. The treatment for hem- 
orrhage is to keep the patient quiet in bed for a day 
or two and administer ergot, 30 drops every two 
or three hours, until the bleeding stops. Passage 
of a catheter and irrigation of the bladder with 
warm boric acid solution may be helpful. The 
passage of a catheter itself may aid in stopping the 
bleeding. Where the bleeding is severe and clots 
form in the bladder and there is difficulty in urina- 
tion, the patient should return immediately to the 
hospital and have a cystoscopic examination made, 
clots in the bladder removed and the bleeding points 
touched with the coagulating current. Fortunately, 
this is rarely necessary. 

Transurethral prostatic resection has made it pos- 
sible to give relief to many patients who could not 
stand an open operation. ‘To others it has made 
possible a short period of hospitalization, relief from 
symptoms and an early return to work. ‘These are 
important factors which have made this operation 
desirable in the majority of cases. Most urologists 
believe that transurethral resection is among the 
greatest of the advances that have been made in 
surgery in the past decade. 


A. R. FLEMING PRINTING COQ., ST. LOUIS, MQ. 
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Just as the uterus is the source of much distress 


_to women, so is its analogue in the male, the pros- 


tate gland, the cause of much trouble to man. And 
more trouble is due to the disorders of the prostate 
than is ordinarily believed. Usually the common 
conditions of the prostate for which patients seek 
relief are: 

|. Hypertrophy 

2. Bay formation 

3. Carcinoma 


4. Abscess. 


Despite the usually accepted belief, pathology of 
the prostate is not necessarily confined to advanced 
ages but may be found in very early age. While 
hypertrophy is more frequently encountered in the 
later decades of life, acute infection and abscess 
formation are usually met with in early adulthood. 

Randall found in 1,215 autopsies, representing 
all ages, 312 instances of gross pathological changes 
in the prostate gland, an incidence of approximately 
25 per cent. And this percentage does not include 
such lesions as acute and chronic prostatitis, tuber- 
culosis or malignant growths. And curiously enough. 
the history of these cases in many instances did not 
disclose any marked urinary symptoms. In some 
cases the ureters and renal pelves were moderately 
dilated with evidence of pressure atrophy of the 
renal parenchyma secondary to the prostatic obstruc- 
tion. This naturally caused a lowering of the 
patient's resistance to infection. Also other general 
changes, such as myocarditis from retained toxic 
products of metabolism which would have been elim- 
inated by a normally functioning kidney, were found 
in a considerable number of cases. 

Furthermore, in these patients were found various 
other conditions such as trabeculation of the bladder 
wall, diverticula, and occasionally greatly dilated 
ureters, the latter even falling into the category of 
megaloureter. Probably all of these anatomic 
changes were of obstructive origin, 

It is becoming more and more widely held that 
as a cause of ill health in men past middle age, 
the prostate gland plays a réle of high importance. 
In view of this fact it is the better part of wisdom 
to make the most exact examination of such cases 
toward determining if obstruction exists, even though 
the urinary symptoms apparently are unimportant. 
As in practically all other surgical conditions, an 
early and accurate diagnosis is essential to proper 
treatment and the reduction of both the morbidity 
and mortality from prostatic disorders. 

It may not be amiss to speak of the anatomy of 
the prostate gland. Johnson states: ‘‘The true 
prostatic capsule is in reality not a capsule at all but 





a muscular sheath prolonged from the bladder mus- 
culature decussating into the prostatic stroma and 
is continuous with the internal and external sphincters 
of the bladder.’’ According to Van Duzen- the 
prostate is really a differentiated part of the Bladder 
wall. : 

An enlargement of the prostate gland is not an 
enlargement of the prostate gland generally but is 
usually a fibro-adenomatous growth which, as it 
enlarges, compresses the prostate gland between the 
growth and the capsule. In a prostatectomy, it 1s 
this growth which is removed and not the gland 
itself. In the benign encapsulated growth there is 
a line of cleavage which facilitates enucleation. This 
is in sharp contrast with the malignant cases in which 
the growth offers no line of cleavage. In this latter 
group enucleation is impossible in practically all 
instances. 

In benign hypertrophy, for many years the supra- 
pubic method of removal was in high favor. Then 
Young and others popularized the perineal opera- 
tion. Those who are familiar with and who have 
done both the suprapubic and perineal operations, 
properly prefer the latter in most cases. 

Despite the common belief, employment of trans- 
urethral methods of relief of prostatic obstruction 
is not new. Such methods have been attempted for 
many years. Many instruments have been* devised 
for the purpose. Conspicuous among them are 
Young's prostatic punch and various modifications, 
and related types of instruments developed by other 
men. These have aided greatly in solving the prob- 
lem of transurethral surgery. At the present time 
the Stern instrument with the McCarthy modifica- 
tion seems to be the most popular of those instru- 
ments employed in transurethral surgery. It is the 
one which we have used in doing resections: The 
cutting current is supplied by a spark-gap machine 
with a two-way foot-switch, permitting the use of 
either a cutting or coagulating current. lo the men 
who have contributed to the development of this 
type of operation and the means that make it satis- 
factory and comparatively safe, the medical pro- 
fession and the public in general are deeply grate- 


ful. 


Whenever a patient with symptoms referable to 
the prostate presents himself for medical care, the 
genito-urinary system naturally will be carefully 
investigated, but further than this an investigation 
of the cardiorenal system will be rigidly prosecuted. 
In the determination of the prostatic disorder a 
rectal examination probably will be the first thing 
done but it should never be relied upon solely for 
a diagnosis. Only through a cystoscopic examina- 
tion is a detailed diagnosis made possible. For this 
purpose, forward, right angle and retrograde vision 
telescopes are used. At the same sitting,. provided 
the patient’s condition permits, a urethroscopy should 
be conducted. Much helpful information may be 





